Dr. F. X. Dercum and Dr. William G. Spiller, of 
Philadelphia, read a paper on 

A CASE OF SYRINGOMYELIA, LIMITED TO ONE 
POSTERIOR HORN IN THE CERVICAL RE¬ 
GION, WITH ARTHROPATHY OF THE 
SHOULDER-JOINT AND ASCENDING DEGEN¬ 
ERATION IN THE PYRAMIDAL TRACTS. 

(abstract.'! 

Three years after a strain of the back, the patient be¬ 
gan to suffer from pains in the legs, a band-like pain 
about the lower part of the chest, weakness in the lower 
limbs, and a spastic gait. Complete paraplegia with con¬ 
tractures, more marked on the right side, wasting of the 
lower limbs and paralysis of bladder and rectum devel¬ 
oped later. Cutaneous sensibility was lost in the legs 
and upon the trunk as high as the nipple on the right 
side and a little above the umbilicus on the left. The 
sense of temperature was absolutely lost over the right 
arm, the right shoulder and the right side of the neck, 
and also upon the adjacent part of the right side of the 
trunk above the nipple line. There was some analgesia 
of the right arm. The right shoulder joint began to 
swell and from rupture of the capsular ligament cellulitis 
with redness and local heat was produced, but with little 
or no pain. In extension the humerus assumed the pos¬ 
ition of a subglenoid luxation. Death was due to ex¬ 
haustion. 

At the autopsy the capsule of the right shoulder-joint 
was found much thickened and roughened on the inner 
surface. The head of the humerus had disappeared, the 
bone having been eroded to some little distance below 
the surgical neck. A cystic tumor was found in the ax¬ 
illa, containing a friable fatty material. The surface of 
the glenoid cavity was much eroded, roughened, and 
porous; it was abnormally large and extensive bony de¬ 
posit had taken place along its edges. The coracoid 
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process exhibited a thick and firm accretion around its 
entire edge. 

Sections were made from the level of nearly every 
spinal root and from many spinal ganglia. 

By the microscopic examination degeneration was 
found of the crossed pyramidal tract as high as the sub¬ 
stantia reticularis of the second cervical segment and of 
the direct pyramidal as high as the motor decussation 
upon the right side, and for a short distance of the crossed 
pyramidal upon the left. This was believed to be ascend¬ 
ing on account of the following facts : 

1. Absence of any microscopic lesion above the me¬ 
dulla oblongata. 

2. Degeneration of the crossed and direct pyramidal 
tracts on the same side of the cervical cord, intense in 
the lower cervical region near the lesion, and diminish- 
ing gradually in intensity in the cervical segments, and 
finally becoming very indistinct in the upper cervical 
region. 

3. Absence of all degeneration in the anterior pyra¬ 
mids. 

4. Long duration of a chronic process. 

While certain association fibres may be considered 
degenerated in these columns, the entire antero lateral 
column contains such fibres, and the degeneration was 
notably in the area occupied by the crossed and the di¬ 
rect pyramidal tract. This ascending sclerosis was 
probably in greater part due to destruction of motor 
fibres deprived of their function. 

Degeneration of the direct cerebellar tracts and of 
the tracts of Gowers was traced as far as the inferior 
peduncles of the cerebellum. 

Intense pachymeningitis was noticed from the second 
lumbar segment to the exit of the third dorsal roots. 

The arthropathy of the right shoulder was not due to 
any special changes in the cord or spinal ganglia. 

The posterior roots were not affected even when the 
pachymeningitis was most intense; the anterior at one 
part of the dorsal cord were degenerated. 

In the entire cervical region as high as the second 
cervical segment the cavity was limited to the right pos¬ 
terior horn. 

The gliosis extended from the extreme end of the 
conus terminalis to the second cervical segment. The 
microscopic examination explained satisfactorily the 
symptoms observed in life. 
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DISCUSSION. 

Dr. James Hendrib Lloyd, of Philadelphia.—We can now 
diagnosticate syringomyelia with great certainty, and we can 
refer to it with great success as a localizing lesion. This case 
was recognized before death and the cavity was localized. It is 
worth while calling attention to the fact that this case was 
from our Blockley clinic, and that five cases have been diag¬ 
nosed at the bedside in that hospital and followed up by care¬ 
ful post-mortem studies within the last few years. This i$ in 
remarkable contrast with the claim made by Dr. Gray in the 
first edition of his book, that syringomyelia cannot be diagnosed 
with accuracy. At the time he wrote that chapter I know 
that my own case, with many illustrations, as well as many 
foreign cases, was on record. There are several interesting 
points about the case reported here to-day, some of which have 
been demonstrated before. Take, for example, the arthropathy. 
This complication, if I mistake not, is almost as common in 
syringomyelia as in locomotor ataxia. I had a case in 1892 
with distinct anthropathy of the left ankle-joint. The ascend¬ 
ing degeneration in the lateral tract is an interesting observa¬ 
tion made by Dr. Spiller in this case. In my own case, pub¬ 
lished ir. 1893, I found this ascending degeneration and traced 
it through the decussation and into one pyramid, which was 
completely sclerosed. I called especial attention to this fact, 
and illustrated the condition in a pen and ink drawing. Syrin¬ 
gomyelia has now become one of the simplet affections to diag¬ 
nose and I have no doubt that we shall find that it is one of 
the most common lesions of the spinal cord. 

Dr. B. Sachs, of New York.—I endorse what Dr. Lloyd 
has said regarding the feasibility of accurate diagnosis, and I 
think everyone has fallen into the habit of diagnosticating this 
disease during life. I do not think we can draw the line with 
regard to the sensory symptoms quite as closely as has been 
stated, for at times there is not a very sharp differentiation be¬ 
tween the various forms of sensory disturbances. This has 
been made evident in at least two of my cases, one of which is 
still under my observation. One is a case of undoubted syrin¬ 
gomyelia, but the sensory symptoms are not as distinctly dif¬ 
ferentiated as they are generally supposed to be. There may 
be a considerable variability in the symptoms, and this is es¬ 
pecially true of those cases in which the symptoms were typi¬ 
cal at the beginning. During the further course of the disease 
a number of sensory symptoms disappear, so that sometimes 
we have cases of syringo-myelia in which there is almost com¬ 
plete cessation of sensory function, due no doubt to the grad¬ 
ual enlargement of the central cavity. 

Dr. Knapp, of Boston.— I saw not long ago a typical case of 
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syringomyelia, originally reported to this Association by the 
late Dr- Jeffries. When we first saw the case there was no im¬ 
pairment of tactile sensibility ; since that time there has develop¬ 
ed some impairment of tactile sensibility in the arm which at 
first showed only loss of sensibility to pain and temperature. I 
have also noted some loss of tactile sensibility in other cases. I 
agree with Dr. Sachs that the diagnosis of typical syringo-my- 
elia is easy, although the diagnosis in a typical case may be 
difficult- Although we see cases not infrequently, it is of course 
distinctly less common than tabes. 

Dr. L- C- Gray, of New York.—There seems to be some 
misunderstanding about my position in this matter, as I never 
said the disease could not be diagnosed. I stated that the lit¬ 
erature was based upon an article by Baumler, and in going 
through that article I could see no evidence of the disease 
having been diagnosed antemortem. When I found that the 
Philadelphians had attempted to make a diagnosis and had suc¬ 
ceeded, I stated so. 

Dr. M. A. Starr, of New York-—The first case of syringo- 
melia to be published in this country was from my clinic in 1887. 
The woman had been under my care for three years and the 
case was supposed to be one of progressive muscular atrophy. 

I do not think this disease a very rare one, as I have had three 
cases since October and have shown them to my students. 
The disassociation of sensation associated with the progressive 
muscular atrophy and the trophic disturbances are quite char¬ 
acteristic. Dr. Peterson had other cases at the clinic during 
the past year. An interesting fact that in one case there was 
coincident with the syringo-myelia acromegaly. All these cases 
have been put on record and they were unmistakable. The 
diagnosis is simple enough, and the disease should be easily 
recognized. Sometimes, however, there is some difficulty in 
diagnosis. This fact is illustrated by a young woman whom I 
saw first four months ago. I do not know whether she is 
suffering from syringo-myelia or from hysteria. She has many 
hysterical symptoms, and she has taken great pleasure in 
amusiug the doctors by making incisions in her right hand, 
which she does without pain. There have been other trophic 
disturbances of the hand. One of them was an ulcer upon the 
finger and the subsequent loss of the first phalanx. Yet an¬ 
other ulcer promptly healed when put up in plaster so that she 
could not get at it. This girl has no loss of tactile sense, but 
Ins enure hemi-anaesthesia to pain and temperature sense. I 
am undecided what is the matter with her in view of these hys¬ 
terical manifestations, and this is an interesting question of 
diagnosis which I do not think has been brought up before. If 
wejudge from the objective symptoms, we should say she had a 
syringo-myelia, otherwise, we should say hysteria. 
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Dr. J. J. Putnam, of Boston.—I had an interesting ease of 
syringo-myelia under my observation which began in the dorsal 
region. Thinking that there might be a tumor external to the 
cord, Dr. Keen operated at my request- We found the cord 
apparently enlarged and discolored and looking as though it 
was the seat of a tumor. The patient’s condition was dis¬ 
tinctly improved by the operation. The dura was left without 
being covered and no harm has come from it. We have recog¬ 
nized syringo-myelia lately in Boston with increasing frequency. 
I think in children the diagnosis is not always easy, as one’s 
attention is not invariably called to the sensory symptoms by 
the parents themselves, and careful search may be necessary to 
indicate their presence. 

Dr. Guy Hindsdaue, of Philadelphia.— I recently had oc¬ 
casion to look up the literature on this subject and found some 
five hundred references to articles published chiefly within the 
last ten years. A very large proportion of them, 3,216, were in 
the German language, the French came next with 155, then 
the English and the American to the number of 75. 

It is probable that in the future we shall hear more fre¬ 
quently of these cases. 

I wish to compliment Dr. Spiller upon the way in which he 
has reported the case. 

Dr. Hugh T. Patrick, of Chicago.—It was stated in the 
paper that Gowers’ tract was not traced as high as the pons,and 
the inference might be that it does not extend as high as this. 
This would be a false conclusion, as in cases such as this, of 
long duration, the course of the tract can be traced only by its 
absence, a method that is necessarily very uncertain. Experi¬ 
mentally and using the Marchi stain I, as well as others, have 
clearly traced it into the middle lobe of the cerebellum. 

I was glad to hear the reader call attention to the existence 
of a pachymeningitis, or thickening of the membranes, co-ex- 
isting with the central lesion of the cord. I have seen one 
striking example of this. The cord was in places almost en¬ 
tirely destroyed and it was impossible to say whether the 
destruction was due more to the internal or the external lesion. 
This case, by the way, had gone the rounds of the London 
hospitals for years as a case of hysteria. And in reference to 
Dr. Starr’s cases, I would say that the French have shown that 
syringomyelia is particularly apt to be complicated by hysteria. 
They have also described a condition exceedingly like acrome¬ 
galy that occurs in syringomyelia, but they insist that it is a 
spurious acromegaly and call it chiromegaly. There is no 
doubt that the tactile sense may be lost in syringomyelia. In 
examining some years ago what was reported as the first case 
of Morvan’s disease in this country, and which we must now 
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regard as syringomyelia, we found the tactile sense distinctly 
impaired. 

Dr. Spiller, of Philadelphia, in closing the discussion, 
said : Probably the ascending degeneration is in part due to 
involvement of some of the associative fibres which are found 
in the entire ventro-lateral column, but the destruction in our 
case is in the area occupied by the direct and crossed pyramidal 
tracts; is intense near the lesion and disappears in the upper 
cervical cord, and is not due to any lesion above the oblon¬ 
gata. 

We can hardly attribute this to amyotrophic lateral sclero¬ 
sis. In the first place an unilateral form of this disease would 
be well worthy of note. It would be necessary to assume that 
only the fibres from the right pyramid which form the direct 
pyramidal tract, and only those from the left pyramid which 
form the crossed pyramidal tract on the right side of the cord 
were diseased, such a selection of fibres, would be most extra¬ 
ordinary. This involvement of the right direct and of the 
right crossed pyramidal tract can be satisfactorily explained by 
a lesion cutting these fibres below the motor decussation, and 
we have seen that no such lesion exists above the thoracic 
region. The sclerosis of the left crossed pyramidal tract ex¬ 
tends such a short distance that we may properly call the de¬ 
generation unilateral, especially as the left direct pyramidal 
tract is not involved at all. The cells of the anterior horns in 
the cervical region are not diseased. There were no symptoms 
of amyotrophic lateral sclerosis present during life, no marked 
atrophy, nor paralysis of the arm, nor fibrillary contractions. 
The condition in the lower limbs was due to total destruction 
of a part of the thoracic cord. 

I fully agree with Dr. Patrick that if the method of Marchi 
could have been employed, the degeneration in the direct 
cerebellar tracts might have been traced higher. This method 
is, of course, only useful for processes of short duration. We 
have tried it for the ascending degeneration with a negative 
result. In cases of long standing the sclerosis represents con¬ 
tracted tissue, and the staining merely shows to what extent 
normal tissue has been replaced. If the nerve fibres have been 
destroyed very early in life there may be no overgrowth of 
neuroglia. 

The loss of tactile sense in syringomyelia simply means that 
the area of tactile fibres is involved ; according to some writers, 
this indicates destruction of the posterior columns. 

Dr. Riggs reported that in his case there was no loss of 
thermal sense, and complete or nearly complete loss of tactile 
sense. In this respect his case is complemental to ours. We 
have recorded complete loss of thermal sense with no loss of 
tactile sense in the right upper extremity. 
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Di. Riggs stated that the posterior horns in his case were 
not involved, that there was an area of sound tissue in the col¬ 
umns of Burdach, adjoining the median side of the posterior 
horns, across which the posterior root fibres enter the posterior 
horns, and that the columns of Goll were much degenerated. 
We have found in our case the right posterior born in the cer¬ 
vical region occupied by a cavity, and have not observed degen¬ 
eration of the columns of Burdach in this portion. 

The report of Dr. Riggs makes the location of thermal 
fibres for a part of their course in the posterior horns still more 
probable and strengthens the view that tactile fibres are to be 
found in the posterior columns, although it must not be for¬ 
gotten that the lateral columns were not free from sclerosis in 
his case. 


Dr. Putnam passed around slides from a case of tabes 
of rapid course, illustrating the position of some of the 
early spinal lesions, and also the position of the spinal 
lesions associated with numbness of the buttocks. 



